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The task of protecting foster care youth involved in domestic minor sex trafficking 
(DMST) falls on Child welfare workers (CWWs).  CWWs are accountable for shielding youth 
from the dangers associated with continued involvement in DMST.  This is an extremely 
challenging task because these youth regularly refuse to participate in mental health and 
substance abuse treatment and often run away from safe placements, thwarting the CWWs’ 
attempts at rescue.  When youth act in this self-defeating manner CWWs commonlly feel a 
strong responsibility to rescue the youth.  After youths resist multiple attempts to extract them 
from DMST, CWWs are prone to conclude that they have only one option:  to place these 
adolescent victims in locked residential treatment centers (RTCs) against their will.  CWWs feel 
justified in this paternalistic approach because adolescents do not yet have full autonomy.  
Placing youth in locked RTCs meets the CWW’s obligation to protect youth from the immediate 
dangers of DMST.  Subsequently, CWWs relax, assuming that the RTC will provide for the 
youth’s well-being.   
Unfortunately, evidence suggests that youth remain at risk for sexual and physical 
violence even within the walls of RTCs.  Moreover, providing personal security is not sufficient 
for the youth to achieve a state of well-being.  RTC placement hinders the development of 
strong attachments with family, creates an environment where youth often feel disrespected, 
and fails to foster the development of autonomy.  Autonomy development is of particular 
importance as one of the key psychological tasks of adolescence and a predictor of future well-
being. I argue that before placing a youth in an RTC, CWWs should balance the youth’s need 
for short-term safety with other needs including attachment, respect, and the development of 
autonomy.  Taking into consideration all of these aspects of well-being, CWWs will discover that 




when youth are placed in locked RTCs, CWWs must advocate for everything that is owed to the 
youth to optimize well-being.  
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Definition and Scope of the Problem: 
Society’s most vulnerable youth are the most likely to be entrapped in domestic minor 
sex trafficking (DMST).  In 2000, the United States government acted to protect these youth by 
passing the Victims of Trafficking and Violence Protection Act (Smith, 2000).  This act requires 
that the legal system consider youths involved in commercial sex acts as victims as opposed to 
delinquents.  It defines a commercial sex act as “any sex act on account of which anything of 
value is given to or received by any person” (Smith, 2000).  Commercial sex acts include sex 
acts performed for food, clothing, or shelter (often called survival sex), sex acts where the youth 
directly receives compensation for the sex act, or sex acts where a third party (a pimp or 
significant other) receives financial compensation.  The states’ obligation to protect youth was 
further expanded in 2014 by the passing of the Prevention Sex Trafficking and Strengthening 
Families Act (PSTSFA) (Camp, 2014) which requires that states take steps to identify and 
protect all youth at risk of being trafficked.  Once identified, many of these youth are placed into 
state custody to be cared for and protected by the foster care system (Fong & Berger-Cardoso, 
2010).  While these youth are in foster care, child welfare workers (CWWs) are responsible for 
the safety and well-being of these youths. 
Another mandate of the PSTSFA requires that states protect all youth living in the foster 
care system from the dangers of DMST.  It recognizes that youth in foster care are particularly 
vulnerable to recruitment into DMST.  This vulnerability is the consequence of traumatic 
histories coupled with frequent placement disruptions that are common to many youths in foster 
care (Fong & Berger-Cardoso, 2010).  The PSTSFA requires that child welfare agencies screen 
youth for possible DMST involvement and act to protect them.  The upside of these screenings 




obligated to protect these vulnerable youth despite the fact that no intervention has been proven 
to shield youth from the dangers of DMST.  As a result, CWWs are working to protect youth 
within the confines of limited placement resource options, none of which are designed or proven 
to protect youth from the dangers of DMST.   
The placement options for foster care youth involved in DMST are no different from the 
options for other youth in foster care.  The vast majority (approximately 78%) of the over 
400,000 youth in state custody reside in foster homes with either relatives or non-relatives 
(Child Welfare, 2020).  Another 2% of youth in foster care reside in an independent living 
program.  These programs allow older youth to live on their own, but provide frequent contact 
with staff to help support the youth’s independence.  However, foster homes and independent 
living programs are often unavailable to youth involved in DMST.  Relatives, foster parents, and 
independent living programs feel ill-equipped to keep youth who engage in dangerous activities 
such as DMST.  Therefore, many of these youth are more likely to end up living in a group 
home or more restrictive placement (Farmer et al., 2015).  Data from 2018 (the most recent data 
available) shows that 4% of youth in foster care live in group homes (Child Welfare, 2020).  The 
term group home encompasses a wide variety of group residential placements.  These homes 
are generally located within the community and youth are often allowed to visit friends and 
family with varying degrees of freedom.  Like youth living in foster homes, these youth attend 
school, work, and receive mental health services in the community.   
Youths are placed in residential treatment centers (RTCs) when the state, in concert with 
recommendations from licensed mental health workers, determine that a youth cannot be safely 
maintained in the community.  Approximately 6% of youth in state custody reside in institutional 
settings such as RTCs (Child Welfare, 2020).  RTCs are licensed mental health programs 
where youth live, receive mental health treatment, and attend school all on one campus.   




the campus under the supervision of staff or for short visits to family.   The constant supervision 
provided to youth placed in an RTC provides comfort to CWWs working with youth involved in 
DMST, as these programs meet the function of protecting youth from DMST.  However, before 
placement, CWWs must understand and consider the impact of an RTC placement for youth 
involved in DMST.  I hope to provide CWWs with information to guide placement decisions and 
the skills to mitigate the negative impacts that are associated with the final placement choice. 
Illustrative Cases 
 Marjory’s aunt/ kinship care foster parent calls Marjory’s Child Welfare Worker (CWW) 
Ms. Simms.  Marjory, who is only 12 years old, snuck out of the home again last night.  Marjory 
insists that she just hangs out with friends.  However, the local police have contacted Ms. 
Simms because they have footage of Marjory in several hotels with a suspected sex trafficker.  
Marjory’s aunt and Ms. Simms are terrified thinking about what might happen if Marjory stays in 
the community.  They are relieved when Marjory is admitted to a locked residential treatment 
center (RTC) because they know that she will not be out on the streets engaging in domestic 
minor sex trafficking (DMST).  
Ciara calls her CWW Ms. Jansen in tears begging to be placed in a foster home.  Ms. 
Jansen is relieved to hear from Ciara.  Ciara ran away from her most recent placement five 
weeks ago and almost certainly returned to sex trafficking to support herself.  Ms. Jansen 
worries that Ciara will run away and return to sex trafficking if she is placed into foster care.  
After all, Ciara has run away from the past six foster homes within days of placement.  Ms. 
Jansen believes that Ciara will be in danger until she is placed in a locked RTC.  In a few 
months, Ciara will turn 18.  After her birthday, Ciara would have to agree to an RTC placement 
before she could be admitted.  Ciara reminds Ms. Jansen that she has been placed in two 




Nevertheless, Ms. Jansen feels obligated to protect Ciara from the dangers of DMST, and 
therefore she does not believe she has other options. 
Both of the above CWWs are using a protectionist model which emphasizes their 
obligation to provide safety (Raghaven & Alexandrova, 2015). Qualitative interviews show that 
CWWs prioritize safety and often believe that they will be liable for any bad outcomes (Armaline, 
2005).  Prioritizing immediate safety leads CWWs to conclude that youth engaged in DMST 
must be placed in locked RTCs.  After all, this is the only way to guarantee that the youth will 
not return to their trafficker.   
There is no doubt that CWWs are obligated to protect youth and keep them safe.  
However, I argue that CWWs have an obligation that goes beyond safety and extends to the 
complete well-being of the youth.  Well-being is a construct that encompasses an individual’s 
subjective perception that his or her life is going well (CDC, 2018).  Individuals differ on what 
they need to experience well-being.  However, many experts agree on several universal 
conditions for well-being.  These conditions include personal security, access to healthcare, 
significant attachments, respect, and autonomy (Faden and Powers 2006; Peterson, Zhou, and 
Watzlaf, 2019; CDC, 2018; Kobau et al., 2010).  Autonomy development is an essential task of 
adolescence and thus particularly relevant to youth involved in DMST (Barnett, 2019; Spear and 
Kulbok, 2004).  Unfortunately, youth involved in DMST have many risk factors that obstruct 
autonomy development.  These risk factors include trauma histories, poor attachments, and 
limited opportunities to practice autonomy (Barnett, 2019).   
I aim to demonstrate the importance of promoting well-being in youth involved with 
DMST.  Moreover, I want to empower CWWs to optimize well-being in youth regardless of their 
placement.  In order to meet these goals, I will first examine the immediate threats to safety 
faced by youth involved in DMST.  Understandably, CWWs recognizing these threats tend to 




evidence demonstrating that an RTC admission prioritizes immediate safety at the detriment to 
other aspects of well-being, particularly autonomy development. My intent is not to cause 
despair, but to draw attention to the tension between providing short-term safety and making 
available the necessary environment for long-term well-being.  An understanding of youth’s 
unmet needs should be met with strategies to overcome these deficits.  Because I believe that 
autonomy development is a fundamental developmental task during adolescence and is also 
crucial to well-being, I will take time to review normal autonomy development and then highlight 
barriers to autonomy development frequently encountered by youth involved in DMST.  I will use 
a knowledge of well-being and autonomy development to propose concrete interventions that 
CWWs can use to promote the well-being of youth in foster care who are involved in DMST, 
whether the youth is admitted to an RTC or stays in the community. 
Obligation Owed to Youth Involved in Domestic Minor Sex Trafficking 
Dangers Associated with Domestic Minor Sex Trafficking 
A CWWs urge to remove youth from DMST and place them in an RTC stems from a 
legitimate concern for the youths’ safety and well-being.  The negative impacts of DMST are 
undeniable.  High rates of pregnancy, sexually transmitted infections, and emotional behavioral 
problems are found in these youth (Todres and Clayton 2014, Varma et al. 2015).  Especially 
concerning is the risk of acquiring HIV, hepatitis, and Herpes, as well as increased exposure to 
HPV and the risk of later developing cervical cancer.  Substance use also carries the risk of 
overdose and liver disease due to chronic alcohol use.  The high levels of stress and trauma 
associate with DMST predispose youth to many chronic medical and mental health disorders, 
including higher rates of coronary artery disease, type 2 diabetes mellitus, depression, and post-




Additionally, youth who are involved in DMST often have significant behavioral 
dysregulation that make it difficult to maintain these youth in the community.  These youth often 
engage in violence, are disrespectful to caregivers, use illicit substances, and run away from 
placements, leaving caregivers feeling powerless (Todres and Clayton 2014, Varma et al. 
2015).   
These negative behaviors interfere with building positive relationships between youth 
and caregivers, leaving youth vulnerable to predators who recruit youth into DMST by posing as 
attractive attachment figures.  Traffickers groom youth by paying attention to youth and 
establishing trust (Bounds, 2015).  Traffickers often take on the role of a parent or pose as a 
romantic partner before introducing youth to DMST (Polaris, 2015).  The trafficker may be a 
youth’s strongest attachment figure and youth often trust traffickers over CWWs.  One study 
found that less than half of DMST youth interviewed acknowledged that their pimp or trafficker 
was not acting in their best interest (Westcoast Children’s Clinic Research in Actions, 2012).  
When a trafficker is the youth’s strongest attachment figure, it can be very difficult for CWWs to 
convince youth that their trafficker does not have their best interest at heart, a necessary 
condition for convincing youth to avoid the trafficker. 
These risks of DMST can be terrifying for both CWWs and foster parents.  Foster 
parents often ask for the removal of youth because of fears they will be liable for negative 
outcomes.  Caregivers argue that the youth should be placed somewhere that is better able to 
meet the youth's needs, implying that such a place exists.   
Obligations of Child Welfare Workers 
Clearly the risks of DMST involvement warrant adult intervention to protect these youth 
and provide an environment that fosters well-being.   Ideally, this responsibility would fall on 
parents who bear the bulk of the responsibility of raising youth.  Parents have a “moral 




citizenship in a liberal society” (Engster, 2010).  This moral responsibility extends both to the 
child in the present and also to the child’s future adult self (Raghavan & Alexandrova, 2015).  
Unfortunately, most youth involved in DMST cannot rely on parents to shield them from 
the risks associated with DMST.  In these cases, the state is obligated to step in and protect 
these youth.  Youth may be placed into state custody after DMST involvement is discovered, or 
youth may be recruited into DMST from foster care.  In either case, most youth involved in 
DMST spend a portion of adolescents in the foster care system (Landers et al., 2017).  When 
youth enter foster care, parental obligations shift to the state.  While the state certainly has the 
obligation to protect youth from physical dangers, CWWs might wonder if their obligation 
extends to providing total well-being.  Wulczyn, Parolini & Huhr (2018) acknowledge that all 
children have a right to well-being.  However, they worry about burdening CWWs with 
obligations which they are not equipped to provide.  While the CWW may not be the direct actor 
to provide every aspect of well-being, I argue that the CWW must understand what is required 
for youth to experience well-being.  CWWs are obligated to use this knowledge to maximize the 
youth's well-being.  Understanding the factors that contribute to well-being will equip CWWs to 
determine whether an RTC placement is most suitable for a given youth.  In addition, CWWs will 
be better prepared to provide opportunities to enhance well-being no matter where the youth is 
placed. 
Impact of Residential Treatment Centers on Well-being 
CWWs assume that locked RTCs will keep the youth safe.  Unfortunately, RTC 
placement does not guarantee freedom from physical and sexual assaults.  The histories of 
trauma and poor attachment that make youth vulnerable to DMST also make them vulnerable to 
abuse by staff and peers.  The extent of abuse by staff and peers is unknown, as much of it 




Government Accountability Office in 2007 where they found over 1500 allegations of abuse in 
33 states in the year 2005.  These acts include physical abuse and sexual abuse, some 
resulting in death (United States Government Accountability Office, 2007).  While there is no 
recent large review of abuse rates in RTCs, youth in residential facilities continue to accuse staff 
of abuse (AP, 2021; Mooney, 2021).   
CWWs might expect that locked RTCs provide the treatment youth need to heal from 
their past traumas and give them the skills needed to avoid returning to DMST after discharge.  
Unfortunately, there is little evidence demonstrating a benefit of RTC treatment for youth with 
severe emotional behavioral disorders.  No studies have demonstrated a significant benefit of 
treatment in an RTC over community care.  A few studies have found some short-term 
improvements of youth at discharge as compared to baseline (Shapiro, Welker, & Pierce, 1999; 
Leichtman, Leichtman, Barber & Neese, 2001; Lyons, Terry, Martinovich, Peterson & Bouska 
2001).  However, over the long term, youth placed in RTCs have poorer outcomes in mental 
health, delinquency, and homelessness (Barth, 2002; Hair, 2005; Embry, Step, Evans, Ryan & 
Pollock, 2000).  Furthermore, there is no evidence that RTC placement prevents youth from 
returning to DMST.   
By nature, placement in an RTC program impedes attachment to family members and 
other long-term attachment figures in the community.  Youth involved in DMST are often placed 
far from their family in an attempt to separate them from their trafficker.  An unintended 
consequence is that family members cannot visit frequently.  RTCs often have strict visiting and 
phone hours, further restricting youths' access to family.  Treatment in an RTC may also limit 
the frequency of family therapy sessions.  In some RTCs, therapists work hours 9-5 on 
weekdays.  And when family members are available for family therapy, there is no guarantee 




Respect for youth is often lacking in RTCs.  Many RTCs have restrictive behavioral 
systems.  These systems focus on the youth’s behavior.  When youth misbehave, staff often 
respond by pointing out the negative consequences of the youth's behavior and fail to notice 
positive attributes (Stanley, 2016).  These interactions are often pejorative.   Staff may label 
youth as manipulative, attention-seeking, or unempathetic.  Placing these labels on youth can 
dehumanize youth in the eyes of staff members, leading to staff treating youth in very 
disrespectful ways. 
When deciding whether to place a youth in an RTC, CWWs should consider the impact 
of this type of placement on the development of autonomy.  I plan to show that foster care youth 
involved in DMST routinely miss out on factors that facilitate autonomy development.  
Placement in an RTC further erodes opportunities to develop autonomy.  This is unfortunate, as 
studies demonstrate and association between autonomy development and positive outcomes in 
education, social relationships, and employment (Soenens & Vansteenkist, 2005).  These same 
outcomes often elude youth who age out of foster care (Naccarto & DeLorenzo, 2008; Rome, 
2019).  
Each of these above conditions, ongoing trauma, poor attachments, and frequent 
disrespect, all place youth at a disadvantage when it comes to developing autonomy.  In 
addition, youth in RTCs have few opportunities to practice autonomy.  Taken together, youths 
living in an RTCs may not fully develop autonomy. 
Development of Autonomy 
Before a CWW can develop strategies to optimize the well-being of youth involved in 
DMST, it is important to take a step back and review normal autonomy development.  This 




these youth and motivate CWWs to intervene in ways that mitigate the adverse effects of DMST 
on the development of autonomy.    
Definition of Autonomy 
Autonomy is a psychological construct that at its core embodies the personal experience 
of self-governance.  Czerwinska-Jasiewcy (2017) describes autonomy as “[t]he creation of a 
concept of [one’s] own life”.  Sokol et al (2015) describe the phenomena of “personal meaning 
making that is integrated with self-control over the lifespan.”   
The concept of autonomy is sometimes partitioned into cognitive autonomy (or 
rationalization) and behavioral autonomy (or self-determination) (Parra & Oliva 2009).  Cognitive 
autonomy refers to the experience that one is in control of one’s own life. An autonomous 
individual ascribes to a specific and personalized hierarchy of core values that remain stable 
over time and across a variety of situations.  Autonomous individuals consider both short-term 
desires and long-term values when choosing a course of action (Sokel et al). 
Behavioral autonomy refers to the ability to make one’s own decisions.  Behavioral 
autonomy requires emotion regulation skills that can be employed to override immediate urges 
and avoid tempting situations that can thwart long-term goals (Converse et al., 2019).  
Behavioral autonomy also requires decision-making skills.  Youth learn decision-making skills 
by gradually practicing making small decisions under the supervision of trusted adults who are 
available to support them when things do not go as they hoped.   
In addition to decision-making skills, behavioral autonomy requires that individuals have 
access to an environment which allows them to reach their individual goals.  Restricted 
educational opportunities, limited access to recreational activities, racial discrimination, and 
limitations on who they are allowed to visit can block a youth’s autonomy.  For example, a youth 
who wants to repair a relationship with a parent would require a way to contact that parent, 




another adult offering support and encouragement to the parent to help that parent receive the 
youth’s efforts for reconciliation.   
Normal Development of Autonomy: 
Cognitive and behavioral autonomy both develop in concert throughout childhood and 
adolescence (Barnett, 2019).  Caregivers facilitate the development of autonomy by providing 
youth with: 1) a stable and caring relationship that helps youth tolerate distress and delay 
gratification; 2) support and encouragement to develop stable goals, and 3) opportunities to 
experiment and take appropriate risks (Mulin, 2014).  Additionally, parents aid the development 
of autonomy by helping the youth cope with failures (Zimmerman & Cleary).  Parents with high 
levels of expressed warmth, appropriately high levels of control, and who provide opportunities 
for youth to make age-appropriate choices about short and long-term goals are best poised to 
optimize autonomy development (Niemiec et al., 2010).   
While autonomy matures in adolescents, early life experiences impact the development 
of autonomy.  During infancy, a safe and predictable environment allows babies to develop 
preferences for particular caregivers and caregiver responses (Mulin, 2014; Sokol et al., 2015).   
Behavioral autonomy begins as young children become more mobile and explore the world, 
returning frequently to a caregiver for reassurance and comfort (Minow & Shanley, 1996).  As 
they explore, young children require external controls to keep them safe from acting on 
impulses.  Young children rely on caregivers to comfort them during times of distress, but 
secure attachments allow youth to gradually internalize these efforts and develop emotion 
regulation skills (Schofield & Beak, 2005).    
Of course, while young children are able to form preferences and goals, they do not yet 
possess the capacity to understand the long-term consequences of decisions or to predict 
accurately what they will find meaningful as adults (Mulin, 2014).  Children’s future selves rely 
on adults to place restrictions on their choices. Young children frequently lack the self-control 




outcome (Mulin, 2014).  Children begin to develop the capacity to suppress behavioral urges 
around ages 8-9 years (Niemiec et al., 2010).  This gradual shift from external motivators to 
internal motivators is necessary to develop into an autonomous individual (Converse & Juarez, 
2019). 
During adolescence, supportive caregivers who validate the youth as a separate 
individual facilitate the youth’s development of a strong sense of self.  Caring adults support the 
youth’s development of an internal hierarchy of values (McElhaney et al., 2009). Youth can take 
advantage of external motivators for reaching long-term goals without obstructing the 
development of autonomy, under the condition that the youth incorporates these outside 
influences into their personal narrative regarding core values.   
Adolescents with strong attachments to caregivers are able to navigate the world on 
their own much of the time, but also feel comfortable seeking support from the caregiver when 
needed (McElhaney et al., 2009).  However, they frequently fail to grasp the dangers associated 
with the pursuit of more immediate desires, including minimizing the risks of substance use and 
sexual activity (Mulin, 2014). As adolescents develop a cognitive understanding of particular 
risks, they are prone to assigning greater value to social rewards which often eclipse potential 
dangers or minimize the importance of realizing their long-term goals (Pfeifer & Berkman, 2018).  
Therefore, caregivers aid adolescents as they pursue long-term goals by providing feedback 
and encouraging youth to make appropriate decisions, while also providing restrictions when 
necessary (Niemiec et al., 2010).   
Autonomy Development in Youth Engaged in DMST 
 The environment that normally fosters the development of autonomy is often 
tremendously different from the reality of youth involved in DMST.  The following section 
reviews the many barriers to autonomy development that are common place for youth involved 




involved in DMST, I will then be able to provide CWWs with a list of interventions that target 
these particular deficits.     
What Hinders Autonomy Development 
 Youth involved in DMST face multiple barriers to autonomy development, including 
trauma histories, poor attachment to caregivers, and the realities of foster care.  Involvement in 
DMST is commonly proceeded by a history of physical and sexual abuse, previous exposure to 
sex trafficking, poor attachment to adult caregivers, and/ or rejection by their family members 
because of their sexual orientation (Cecchet and Thoburn 2014; US Department of State, 2016).  
Once youth are involved in DMST, they are constantly vulnerable to further trauma.   
Additionally, an avoidant or insecure attachment style is common among youth in foster 
care (Miranda et al., 2015).  Avoidant attachment includes a lack of trust in others and a desire 
to control others.  The self-defeating behaviors of youth involved in DMST such as running 
away, continued involvement in DMST, not attending school, using illicit substances, and 
avoiding mental health treatment further impede the development of strong attachments.  
CWWs and other caregivers may react to these youth with a variety of reactions, including a 
wish to save the youth, a wish to punish or reject the youth, or a wish to give in to the youth’s 
demands (Roberts, Geppert, & Bailey, 2002).  These wishes make it very hard to treat the youth 
with respect.  When CWWs and other caregivers do not treat youth with respect, it is harder to 
develop positive attachments with youth or to encourage the youth’s development of autonomy. 
Development of Internal Goals and Values 
Without a secure attachment figure, youth may struggle as they explore the world 
without adults who can help them form a coherent and stable sense of self (Schechter & 
Willheim, 2009).  This means that many youths in foster care find it difficult to develop a 




Youths who do not trust caregivers become resistant to feedback from caregivers and therefore 
cannot benefit from discussions about future goals with caregivers (Schofield & Beek, 2005).   
The absence of a secure attachment figure may result in a youth developing goals that 
run counter to the youth’s overall best interest (Abrams, 1999).  Youth may want to avoid the 
control of authority figures, escape anxiety-provoking situations, regain control of meeting their 
material needs or maintain a relationship with their trafficker.  These goals run counter to the 
youth’s immediate safety and do not foster the development of long-term goals.  
Development of Emotion Regulation Skills: 
Early trauma can lead to emotional and behavioral dysregulation as well as mental 
disorders that predispose youth to engage in DMST.  Involvement in DMST then worsens pre-
existing mental disorders and intensifies emotional and behavioral dysregulation (Ehring & 
Quack, 2010; Palines et al., 2020).  Trauma inhibits the development of emotion regulation 
skills.  Without effective emotion regulation skills, youth often feel that their actions are driven by 
emotions as opposed to an internal set of values and goals (Jankowska et al., 2015).  While 
youth experience an external locus of control for their own behavior, previously abused youth 
often feel responsible for the actions of their caregivers.  Abused youth often believe (and are 
often told) that if they behave in a certain way they will not be abused or that they will be 
reunited with their parents.  This sense of responsibility can develop into a belief that the youth 
can control caregivers (Zimmerman & Cleary, 2006).  This flipped belief that the youth is 
responsible for the behavior of caregivers while simultaneously feeling unable to control their 
own behavior can lead to continued engagement in dangerous behavior (Philosophicaltherapist, 
2017).   
Disrupted or absent attachments also inhibit the development of adaptive emotion 
regulation skills (Faden and Powers, 2006; Kim & Cicchetti, 2010; Olender, 2019).  Morris et al. 




skills by observing parents using emotion regulation skills, by parents coaching children in the 
use of emotion regulation skills, and through a secure attachment to parents.  Youth in foster 
care, therefore, have limited access to each component of this tripartite model, and therefore 
their development of emotion regulation skills may be compromised.  Without adaptive emotion 
regulation skills, youth are more likely to react to negative stimuli without regard to how that 
reaction may affect their future.  For example, a youth may be in a safe foster home when a 
foster parent says something that inadvertently reminds the youth of previous trauma.  That 
youth may feel overwhelmed with extreme anxiety so she runs away in an attempt to escape 
these emotions.  Once she runs away she needs food and shelter so she returns to sex 
trafficking even though this activity has a higher risk when compared to returning to her foster 
home. 
Opportunities to Practice Autonomy: 
Youth in foster care have fewer opportunities to practice making autonomous decisions 
compared to youth who are not in care.  Studies show that even young children have opinions 
about which relationships are important and should continue while they are in foster care 
(Schofield, 2005).  Yet, most youth in foster care report feeling that important decisions are 
made about them, without their input (Polkki et al 2012).  When they are asked to provide input, 
they worry about making the "right decision" (meaning the decision that would make the adults 
happy) and do not feel well-coached as to how they could provide input (Leeson, 2007).   
Furthermore, youth in foster care are less likely to express their opinions about family rules and 
activities when compared to biological children (Singer et al., 2004).  Without opportunities to 
express their opinions, it is difficult for them to develop an internalized set of goals and values.  
As foster care youth become older, they experience fewer opportunities to practice 
autonomy compared with peers who are not in foster care.  Intending to protect vulnerable 
youth, child welfare agencies often restrict a youth's ability to spend time with friends.  Many 




agency verifies that the home is appropriate. Youth in care may miss out on employment 
opportunities if they do not have a copy of their birth certificate or other paperwork that is 
necessary for obtaining an ID.  Youth living in group homes or independent living programs may 
not have opportunities to learn to drive a car.   
One frequently missed opportunity to practice autonomy occurs in the context of 
healthcare decisions.  Adolescents living with parents gradually take on responsibility for 
healthcare decisions under the support and guidance of trusted caregivers.  However, while 
adolescents involved in DMST are likely to have multiple health needs, they are often excluded 
from healthcare decisions.  Child Welfare systems are often set up so that CWWs, their 
supervisors, or even court-appointed lawyers are the ultimate decision-makers (Strassburger, 
2016).  This means that the youth are not actively participating in decisions regarding their 
health and mental health care, missing out on opportunities to practice autonomy.   
Moreover, adolescents with trauma histories are frequently distrustful of new caregivers 
and attempt to exert control when entering a new placement.  Foster parents often label these 
attempts to exert control as oppositional, and they respond by limiting opportunities for youth to 
practice autonomy (Schofield & Beek, 2005). 
Autonomy requires that youth have the power to carry through with their chosen plan of 
action.  Youth involved in DMST are often in positions of limited power.  These youth are often 
members of racial minorities, yet most buyers are white cisgender males ages 30-50 (Rozas. 
Ostrander, & Feely, 2018).  In these interactions, the buyers hold much of the power. 
Experiences where youth experience little power can squelch the development of autonomy. 
Interventions to Increase Well-being 
Interventions for Youth Referred to Residential Treatment Centers 
 After balancing the risks of keeping the youth in the community against the risks of 




in an RTC.  Youth may be admitted to a locked RTC when the risks of keeping the youth in the 
community are too high or the youth is too emotionally dysregulated to be safely maintained in 
the community.  Youth also occasionally request admission to a locked facility when they are 
afraid of their trafficker (Walker & Quraishi, 2014).  Once a CWW determines a youth will be 
placed in an RTC, the CWW must continue to identify and respond to threats to the youth’s well-
being.  CWWs can use an understanding of well-being, and particularly an understanding of 
autonomy development, to come up with a comprehensive strategy to addresses all aspects of 
well-being. 
CWWs have a duty to take steps to minimize the possibility that the youth will suffer from 
abuse while in an RTC.  Prior to admission, CWWs should investigate potential programs to 
guarantee that the program is fully accredited and that there are no creditable allegations of 
abuse made by youth in the facility.  CWWs should ask the programs administrative staff to 
describe protocols and staff trainings aimed at minimizing the risk that staff and other patients 
will assault youth.  Additionally, CWWS ought to inquire about the number of abuse allegations 
by staff over the past several years and ask about the protocol response when a youth makes 
allegations.  Before a youth is admitted to a treatment facility, the CWW should talk with that 
youth about behaviors that might indicate a risk of assault (including grooming behaviors) and 
invite the youth to disclose all concerns.  If a youth does voice concerns, it is important that 
CWWs take these concerns seriously and not assume that the youth is making up the 
complaints.   
Close attachments are vital to providing well-being.  Yet, RTCs often restrict 
opportunities for youth to visit with or talk with family.  CWWs must advocate for youth to have 
frequent opportunities for both in person and phone contact.  Whenever possible, youth should 
visit parents on a regular basis, as home visits predict improved outcomes (Huefner et al., 




visiting youth.  This might mean providing transportation or advocating against restrictive visiting 
hours.   
CWWs should not assume that RTC programs are providing the most appropriate 
mental health services for a particular youth.  Therapists may not be trained in treatments that 
have shown promise for youth involved in DMST.  Promising treatment models for youth 
involved in DMST focus on building relationships, reframing behavior as a trauma response, 
and emphasizing the empowerment of youth (Gewirtz et al, 2020; Diaz et al, 2020; Welch, 
2020).  CWWs should advocate for youth to receive both individual and family therapy.  Ideally, 
therapists will be well versed in trauma treatment and attachment work.   
CWWs should be aware that youth who are suffering from trauma, emotional, and 
behavioral disorders often feel disrespected.  CWWs should make a deliberate effort to offer the 
youth respect during every interaction.  Talking with the youth about his or her strengths, 
opinions, and goals demonstrates respect.  Validating the youth’s experiences and frustrations 
also shows respect.  Finally, CWWs should advocate for youth when there are concerns that the 
youth feels disrespected by the RTC staff.  Sometimes the CWW may have to demand 
discharge if a youth feels consistently disrespected by staff. 
Because RTCs limit opportunities for youth to practice autonomy, CWWs need to be 
creative to provide opportunities for youth to make choices and decisions.  Whenever possible, 
CWWs should encourage youth to express goals and preferences.  Youth should be allowed to 
choose the family members who will visit and participate in family therapy.  Youth can also 
provide input into how they decorate their room, the type of clothes they wear, and the activities 
in which they engage.  When CWWs visit, the youth should be given opportunities to choose 
activities.  Medication decisions are another great occasion for youth to practice autonomy.  
CWWs should actively engage youth in discussions regarding medication changes, allowing 




community where there are more opportunities to practice autonomy.  The CWW should 
encourage staff to determine a plan for how to get the youth discharged to the community as 
quickly as possible. 
Interventions for Youth who Remain in the Community 
An awareness of the negative impact that RTC placements have on well-being in 
general, and on autonomy development in particular, may lead CWWs to conclude that some 
youth would be best served within the community.  Community placements include group 
homes, relative placements, foster homes, or supervised independent living programs.  
Fortunately, community placements do not resign youth to a life involved with DMST and 
trauma.  CWWs can use knowledge about well-being, with particular attention to the 
development of autonomy, to devise interventions to reduce risk to the youth and improve the 
youth’s well-being.   
CWWs caring for youth involved in DMST in the community may feel powerless to 
provide personal safety.  It is beneficial to realize that CWWs typically work under a normative 
model of trying to move youth from risk to resilience (Schwarz et al., 2015).  This model 
assumes that youth are receptive to rescuing.  There are other models that CWWs can 
consider.  For example, CWWs can borrow aspects of queer theory that emphasize a non-
judgmental stance and a need to continually offer services that youth are free to either accept or 
decline.  This theoretical model also recommends that CWWs assume youth will go back and 
forth between a state of willingness to accept help and resistance to help.  Youth who are not 
ready to admit that they need help benefit from CWWs (and ideally placements) that will 
welcome them back without judgment (Walker & Quraishi).   
Of course, youth who stay in the community are at increased risk for physical and sexual 
trauma (Todres and Clayton 2014; Varma et al., 2015).  Fortunately, there are many 




with strategies for youth to feel safe in new and unfamiliar placements.  This might include 
providing youth with calming objects and a safe space.  If youths are running away in response 
to events that trigger trauma reactions, CWWs can help youth identify these triggers and 
develop strategies to minimize exposure.  For example, there may be certain phrases that 
remind the youth of a previous abuser.  The CWW can help talk with the caregiver to make the 
caregiver aware of the need to avoid those phrases.  CWWs can also help youth brainstorm 
safe places for the youth to go when they run away and encourage youth to identify safe adults 
to contact.  The goal should be to encourage youth to return to a safe placement quickly as 
opposed to expect youth to never run away.  When youth return, CWWs should welcome youth 
back as opposed to scolding youth for running away or lecturing youth on the dangers of 
running away. 
CWWs can also help youth stay safe by encouraging them to always carry a charged 
cell phone.  Sometimes CWWs are reluctant to allow youth to have cell phones because they do 
not want the youth's trafficker to have a way to contact the youth.  However, CWWs can use 
technology to limit how the youth can use the phone.  Additionally, an active cell phone plan is 
not necessary for calling 911.  At a minimum, youth should be encouraged to carry a phone that 
can be used to call 911.  CWWs can also inform youth about resources in the community that 
might be beneficial for youth involved in DMST. 
CWWs have many opportunities to improve the health of youth involved in DMST.  They 
should make sure that all foster care youth receive sex education that can empower them to 
prevent sexually transmitted infections.  When a youth with suspected DMST involvement is 
placed in the community, the CWWs should consider providing youth with condoms.  Female 
youth should be offered birth control in a way that is supportive and non-judgmental.  CWWs 





Youth who are involved in DMST often have difficulty keeping scheduled appointments, 
as they tend to stay away from home during the day and frequently run away.  CWWs should 
identify clinics that are willing to see youth on a walk-in basis so that the youth’s healthcare 
needs can be met during the moments that the youth is willing and available to seek health 
care.   
Trauma histories predispose most youth involved in DMST to develop mental health 
problems.  Yet, youth are often reluctant to participate in mental health treatment.  Many youths 
experience mental health treatment as ineffective and sometimes harmful (Lee, 2006).  Youth 
complain of clinicians who do not listen to them and side with adults (sometimes even the 
abuser) over the youth.  Mental health treatment identifies the youth as the problem that needs 
fixing, as opposed to placing blame on what has happened to the youth.  The prescription of 
psychotropic medication also often signals to the youth that they are damaged or defective and 
gives the power of behavior change to a pill (Pope, 2015).   
When youth do not readily attend or participate in mental health treatment, CWWs 
should ask youth about their previous experiences with mental health providers.  Acknowledging 
and validating any negative experiences can let youth know that many youths have had similar 
complaints.  The mental health system should not be adding to a youth’s stress.  CWWs should 
also ask if youth have had any positive experiences with mental health professionals and ask 
what made those interactions helpful.  Youth seek relationships with mental health providers 
that are safe, where youth do not feel judged, and where they can partner with the therapist to 
overcome their past (Ladd & Weaver, 2018; Walker & Quraishi, 2014).   CWWs may need to 
work with youth to reframe what it means to be in mental health.  Mental health treatment 
should help youth overcome past traumas, repair relationships, and empower a person to take 




If youth are willing to participate in mental health treatment but struggle to attend 
appointments, CWWs can help identify barriers to attendance in a way that does not blame 
youth but rather acknowledges real barriers to treatment.  If youth have difficulty sticking with a 
schedule and are often unavailable when it is time for their therapy, they may benefit from apps 
that teach mindfulness skills.  Youth who have had bad experiences with mental health 
treatment might be more amenable to alternative therapies such as biofeedback, art therapy, or 
equine therapy.  Youth who use illicit substances may benefit from SA treatment or motivational 
interviewing to help them realize that they need substance use treatment.   
Interviews with youth in foster care emphasize the need for long-term relationships with 
adults who show that they care for the youth every day (Holland, 2010).  Ideally, this will be a 
family member or other adult from the youth's life.  If there is no identified adult, it is important to 
find the youth a mentor or other adult who can commit to a long-term relationship with the youth.    
Once attachment figures are identified, the CWW should work with that person to help 
them understand the importance of their role and provide education and coaching as to how that 
adult can facilitate attachment.  While this would ideally occur with help from the youth's mental 
health team, the youth's mental health therapist may not be trained to coach adults in behaviors 
that foster attachment.  Attachment figures should be coached to frequently reach out to youth, 
tell the youth that the youth is in the adult's thoughts throughout the day, and ask the youth 
about particular events in the youth's life.  For example, an adult may say "You were looking 
forwards to spending time with Amy last night, were you able to catch up with her?  What did the 
two of you do?"  or "I was thinking of you this morning when you were taking your math test, 
how did you feel about it?  I know you studied hard."  Adults can foster attachment by learning 
to listen to youth and validate the youth's emotions.  This can be a difficult skill to learn and may 
require coaching from the CWW.  Adults are often uncomfortable when youth share negative 




youth by validating the youth's emotions and listening to the youth describe problems.  Even 
when adults are concerned with a youth's response to a negative emotion, the adult can still 
validate the youth's emotion.  For example, "It sounds like your teacher spoke to you in a harsh 
tone today and you felt very disrespected."  Coaching the adults in the youth's life can lead to a 
significant improvement in the attachments. 
CWWs can also be attachment resources.  Youth respond best when CWWs are good 
listeners, genuine, kind, warm, funny, honest, trustworthy, consistent, and available (Lindahl & 
Bruhn, 2015; Morrison, 2016).   
Youth also have a great need and a right to be treated with respect (Brennan & Noggle 
1997).   Interventions must be presented in a way that highlights the youth's strengths and is not 
blaming or stigmatizing (Barnes, 2007).  One of the most effective ways for CWWs to 
demonstrate respect is to closely listen to youth.  This is often difficult when youth are engaged 
in dangerous behaviors.  CWWs who fear for a youth’s safety often respond by lecturing about 
the dangers of DMST.  CWWs who chose social work as a profession because they want to 
help youth predictably become frustrated with youth who do not accept help or continue to 
engage in risky behavior (Schwartz et al., 2015).  Notes from CWWs working with this 
population frequently include comments such as "I told the youth why it is so dangerous to run 
away".  While well-intentioned, youth often experience these lectures as disrespectful.  CWWs 
should instead focus on listening to what the youth are saying, and validating the youth’s 
emotions.  Ask youth what the adults can do to help them tolerate negative emotions.  Praise 
efforts to tolerate negative emotions.  In addition, CWWs and other adults should focus on a 
youth's strengths.  Youth must hear that adults notice their strengths, value, and potential.   
CWWs are obligated to provide opportunities for youth to develop autonomy.  Adolescents 
will only develop into autonomous adults if they have frequent opportunities to verbalize their 




partial autonomy.  This includes youth who have been victimized by early life experiences and 
DMST continue to have some agency over their lives (Olender 2019; Rozas, Ostrander & Feely, 
2018).  Even when youth admit to the dangers of DMST they often believe that a locked facility 
is more detrimental than continuing to engage in DMST.    Engagement in DMST offers youth 
an opportunity to provide for their immediate needs and may provide youth with a sense of 
power that has often been absent from their experience (Dewey, 2014).  Taking this power 
away without giving youth other opportunities to take control over their lives will likely be met 
with resistance. 
Youth may be unable to make safe decisions but it is still important to inquire about the 
youth's thoughts, feelings, and emotions. Youth should be encouraged to think about both what 
they want in their current situation and in the future.  Collaborative problem solving is a good 
model for talking with youth.  In this model, youth can contribute to problem-solving with the 
CWW.  The CWW can work with the youth to agree on the problem.  The CWW and youth might 
agree on safety as a goal, yet the youth may not believe that staying out past curfew is 
dangerous.  The youth may then be able to talk about times when he or she has not been safe, 
and develop a safety plan.  During collaborative problem solving, the CWW can talk about what 
is and is not feasible from the worker’s point of view.   
Youth should also be encouraged to verbalize preferences as to who they contact from their 
biological family, what type of placement they prefer, extracurricular interests, and what type of 
mental health treatment they prefer.  Foster parents should be coached to offer youth 
developmentally appropriate opportunities.  For example, youth could be allowed to pick out 
some decorations for their bedroom, choose the dinner menu once a week, or suggest a movie 
that the family can watch together.  Youth can also be included in discussions to determine 
house rules, including what would be a fair curfew, where youth are allowed to visit on school 




a choice, the CWW should celebrate the accomplishments and help the youth tolerate the 
setbacks that result from those choices. 
Conclusion 
 CWWs are well aware of the risks to youth who are involved in DMST.  Acknowledging 
the risks and disadvantages of RTCs forces CWWs to accept that no placement option provides 
the youth with a satisfactory level of personal security or well-being.   Fortunately, this 
uncomfortable truth does not necessitate despair.  A full understanding of the concept of well-
being and autonomy development offers CWWs ample opportunities to intervene to the benefit 
of the youth in their care.  If a youth must be admitted to an RTC, an understanding of the risk 
for abuse within an RTC can lead to proactive actions by the CWW to prevent abuse.  CWWs 
should advocate for appropriate mental health treatment by encouraging positive attachments 
through frequent phone calls and visits with family members and facilitating family therapy, 
holding staff accountable for treating youth with respect, and urging the RTC to develop 
opportunities for the youth to practice autonomy.  When youth stay in the community, CWWs 
should not throw up their hands, believing that there is nothing they can do to keep youth safe.  
With every interaction, CWWs can work with youth to develop a safety plan and discuss how the 
youth can implement that plan.  CWWs should also offer youth opportunities to seek health and 
mental health care, finding providers that can be available on short notice whenever the youth is 
receptive to services.  Additionally, CWWs can encourage attachment to family members, 
including coaching the family on the importance of attachment and ways to improve 
relationships.  Of course, CWWs should always listen to youth and treat them with respect.  
Finally, CWWs should be intentional in efforts to facilitate the development of autonomy in youth 
under their care.   Understanding the core dimensions of well-being offers CWWs tools that 
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